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Chapter 1 
Introduction 
Guntheroth and Spiers found "without exception all 
studies demonstrated an increased risk for SIDS associated 
with the prone sleep position" in 1992. Black mothers are 
more than twice as likely as white to place their infants on 
their stomachs for sleep ("Progress in Reducing Risky Infant 
Sleep Positions", 1999). The SIDS rates for blacks and 
whites in North Carolina and Durham County show a similar 
racial disparity in table 1 (North Carolina State Center for 
Health Statistics, 1999). 
Table 1 
Cumulative SIDS rate per 1000 Live Births 1995-1999 
Black White 
North Carolina 1.40 0.75 
Durham County 1.64 0.74 
SIDS is the cause of about eighteen per cent of all 
infant deaths in Durham County (Durham County 
Department of Public Health, 1999) and over one-third of all 
postneonatal deaths (Principe, 1997). There has been more 
than a forty per cent reduction in SIDS since the national 
Back to Sleep campaign began in 1994, (Gibson, 
Dembofsky, Rubin, & Greenspan,2000). The ratio for SIDS 
between black and white infants has increased however, 
from 2.16 in 1992 to 2.52 in 1995, (Malloy, 1998). Black 
mothers are generally less likely to follow the Back to Sleep 
message ("News in Brief', 1998). Poverty, black race, 
grandmother in the home, and position mothers observe 
their infants being placed in the hospital after birth are 
predictors of an infant being put down for sleep prone 
(Brenner, Simons-Morton, Bhaskar, Mehta, Nitin, Melnick, 
Revenis, Berendes, Clemens, 1998). The population under 
investigation has high rates of poverty, unemployment, less 
than high school education, single female head of 
household, and black race. Nursing interventions can be 
planned if it is known whether the community is receiving the 
Back to Sleep message, practicing it, and what factors are 
interfering with the decision to place infants supine for sleep. 
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Chapter 2 
Literature Review 
The cause of SIDS is unknown ("Changing Concepts 
of Sudden Infant Death Syndrome", 2000). It occurs 
unexpectedly to apparently healthy infants ("Sudden Infant 
Death Syndrome Counseling and Information Program", 
2001) usually after the first month of life and under one year 
of age ("Changing Concepts of Sudden Infant Death 
Syndrome"). 
SIDS victims are more likely to be found prone in 
bedding that allows rebreathing of carbon dioxide (Willinger, 
Ko, Hoffman, Kessler, & Corwin, 2000). Rebreathing air 
while sleeping prone may lead to increased blood carbon 
dioxide and subsequent hypoxia (Brenner et al., 1998). 
Infants placed in the supine position for sleep demonstrate 
more awakenings and more variability in heart rate than 
those sleeping prone. Goto et al. (1999) hypothesized that 
these awakenings may be beneficial to the infant who is 
faced with a life-threatening event. 
The North Carolina "Sudden Infant Death Syndrome 
Counseling and Information Program" (2001) states that 
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infants who die of SIDS appear healthy prior to death. Ford, 
Mitchell, Stewart, Scraggs, and Taylor (1997) found that 
SIDS cases had more severe illnesses than controls in the 
two weeks prior to death. SIDS deaths are characteristically 
unexplained, even after autopsy and complete postmortem 
investigation ("Sudden Infant Death Syndrome Counseling 
and Information Program", 2001 ). There are no 
distinguishing pathological features. Willinger (1995) 
advocates for proper death certification for infants, review 
teams, and training of investigators in SIDS cases. Yukawa, 
Carter, Rutty, and Green (1999) suggest intra-alveolar 
hemmorrhage seen on postmortem exam be used as a 
marker to distinguish between smothering or overlaying and 
SIDS. 
SIDS has been the leading cause of postneonatal 
death (Goldman, 1995). Studies, both retrospective and 
those examining risk factors, have proven that sleeping 
prone increases the risk for SIDS (Johnson, Borkowski, 
Hunter, Zunker, Waskiewicz, Evans, Hether, & Coletta, 
1999). The American Academy of Pediatrics recommended 
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that healthy full term infants be placed in a non-prone sleep 
position in 1992 (Willinger et al, 2000). The US Public 
Health Service, the American Academy of Pediatrics, the 
SIDS Alliance, and the Association of SIDS and Infant b 
Mortality Programs created the Back to Sleep campaign in 
1994 (Changing Concepts for Sudden Infant Death 
Syndrome, 2000). Hudak, O'Donnell, and Mazyrka (1995) 
refer to the controversy created by the campaign, noting that 
98% of physicians surveyed were aware of the American 
Academy of Pediatrics recommendations, 79% agreed with 
them but only 52% advised their patients to follow them. 
Plagiocephaly and developmental delays are two of 
the complications of sleeping supine that caused concern 
early in the Back to Sleep Campaign (Changing Concepts of 
Sudden Infant Death Syndrome, 2000). Turk, McCarthy, 
Thorne, and Wisoff (1996) noted an increase in the number 
of infants with cranial deformities following supine positioning 
but noted there was a significant decrease with nonsurgical 
therapy. Davis, Moon, Sachs, and Ottolini (1998) found 
prone sleeping infants had earlier motor development but 
there was no difference in the age when they walked. 
Dewey, Fleming,and Golding (1998) noted lower scores for 
infants who slept supine on the Denver Developmental 
Screening Test at 6 months but no difference at age 18 
months. Lockridge, Taquino, and Knight (1999) suggest the 
prone position while the infant is awake to enhance 
development and minimize plagiocephaly. 
Back to Sleep got under way by mailing brochures 
and posters to all U.S. newborn nurseries and making 
educational materials available free to all health care 
providers and interested parties. Press conferences, news 
shows and public service announcements were also used in 
the campaign (Malloy, 1998). The recommendations were 
developed from worldwide data showing decreased rates of 
SIDS when infants slept non-prone (Johnson et al., 1999). 
Skadberg, Morild, and Markestad (1998) describe a similar 
campaign in Norway to avoid prone sleeping. 
The American Academy of Pediatrics revised their 
recommendations in 1996. They advised that the supine 
sleep position was preferential (Assessment of Infant 
6 
Sleeping Position, 1998) due to the instability of the lateral. 
Infants placed on their sides were found to have two times 
the rate of SIDS when compared to those placed on their 
backs (Hein and Pettit, 2001 ). 
Thogmartin, Siebert, and Pellan (2001 ), examined 
autopsy files from 1986 to 1999, and found a decrease of 
50% in SIDS following the Back to Sleep campaign. Studies 
in the Netherlands, Great Britain, Australia, and New 
Zealand found similar results in earlier research (Guntheroth 
& Spiers, 1992). Willinger et al. (2000) found the United 
States SIDS rate declined by 38% between 1992 and 1996. 
Gibson et al. (2000) stated that SIDS has decreased by 
more than 40% since the Back to Sleep campaign started. 
Malloy (1998) reported a decline in the U.S. rate of SIDS of 
56%, from 1.2 per 1000 live births in 1992 to 0. 7 4 per 1000 
in 1996. 
Healthy People 2010 objectives (2001) give national 
SIDS rates for 1998 as 0.72 per 1000 live births. The rate in 
North Carolina for 1998 was 0.88 and the rate for Durham 
County the same year was 0.91 (North Carolina State 
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Center for Health Statistics, 2001 ). The rates for African 
American infants are twice those for Caucasian as seen in 
table 2. 
Table 2 
1998 SIDS Rates Jler 1000 Live Births 
Black White 
United states 1.38 0.60 
North Carolina 1.20 0.74 
Durham County 1.25 0.59 
Seventy per cent of the general population (Malloy, 
1998) and 82% of African Americans (Johnson et al., 1999) 
put their infants to sleep prone in 1992. Sixty per cent of 
African Americans were using the prone sleep position in 
1994 in Johnson's study. In 1996, 24% of white and 43% of 
black mothers used the prone sleep position for their infants 
(Brenner et al., 1998). The 1998 National Infant Sleep 
Position Study results showed 17% of. white and 32% of 
black caregivers continue to place infants prone for sleep 
(National Fetal and Infant Mortality Review Program, 2000). 
Research published in 1998 showed that black infants 
consistently had a higher prevalence of prone sleeping 
8 
(Laura Randall, National SIDS Resource Center, personal 
communication, July 30, 2001 ). In 1994, 42% of white and 
50% of black mothers in North Carolina continued to put 
their infants to sleep prone according to Herrick (1997). 
North Carolina Pregnancy Risk Assessment Monitoring 
System (PRAMS) asks in it's annual survey, "How do you 
put your new baby down to sleep most of the time?" Black 
mothers were more likely than white to place their infants on 
their stomach for sleep in both the 1997 and 1999 results of 
this study shown in table 3. 
Table 3 
PRAMS Infant Sleep Position for North Carolina (%) 
1997 Side Back Stomach 
Black 43.3 26.9 29.9 
White 33.9 47.5 18.6 
1999 
Black 35.4 41.3 23.3 
White 28.0 55.4 16.6 
(North Carolina State Center for Health Statistics, 1999) 
Research has identified various risk factors for prone 
sleeping. Ottolini et al. (1999) found the following associated 
9 
with prone sleeping: infant male gender, lower maternal 
education level, single marital status, and black race. Other 
factors include multiparous mothers and those who have 
publicly funded health insurance (Progress in Reducing 
Risky Infant Sleeping Positions, 1999). This study found 
minimal association with either maternal education level or 
age. Brenner et al. (1998) found the following to be 
independent predictors of placing infants prone for sleep: 
poverty, black race, presence of infant's grandmother in the 
home, and sleep position observed by mothers while in the 
hospital. 
Principe ( 1997) looked at racial differences in risk 
factors for SIDS in North Carolina. This author found that 
the increased risk for black infants disappeared after all 
other variables were controlled. This study found that when 
all other factors were statistically controlled, maternal age, 
marital status, and low Apgar scores were not related to 
SIDS. Maternal smoking, low maternal weight gain, low 
maternal education, late prenatal care, Medicaid status, low 
birth weight, and male gender remained significant risk 
10 
factors for SIDS. The author suggests that the elevated risk 
of SIDS among black infants is due to a greater incidence of 
risk factors rather than race. Included in these risk factors 
are infant care practices such as sleep position. 
Lozoff et <!1. (1996) found that cosleeping, or sharing 
the bed with one or more parents, is common among inner-
city African Americans. Thogmartin et al. (2001) discovered 
that cosleeping with one or more parent occurred in 40.1% 
of the SIDS cases they reviewed between 1986 and 1999. 
These authors stated that bed-sharing appears to increase 
the proportion of unexplained deaths. A British study (Blair, 
Fleming, Smith, Platt, Young, Nadin, Berry, Golding, 1999) 
found that cosleeping did not increase the risk of SIDS 
unless the parents smoked or the infant was not placed back 
in his own bed before the end of the night. Soft sleep 
surfaces and loose bedding increase the risk of SIDS. 
These risks may be present if ah lnfant is cosleeping which 
may also increase the potential to roll to the prone position 
(Changing Concepts of SIDS, 2000). 
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Mitchell, Thach, Thompson, & Williams, (1999) 
examined the risk for SIDS in infants unaccustomed to prone 
sleep and found the risk was greatly increased when they 
were placed prone. They speculate that these infants were 
impaired by inexperience in prone sleeping. Moon and 
Biliter (2000) determined that child care centers may have a 
greater rate of infants put to sleep prone, which could 
include those unaccustomed to prone. Brenner et al. ( 1998) 
discovered that close to 20% of mothers switch their infants 
sleep position from non-prone to prone between 1 and 3 
months of age. 
Parents have given various reasons for the position 
they select to place their infants in for sleep. Early in the 
Back to Sleep campaign, Johnson et al. (1996) discovered 
that parents were confused by the recommendations, that 
they had put their older children to sleep prone without 
complications, and that they believed in a few years it would 
be reversed again. 
Willinger et al. (2000) reported on the results of the 
1994 to 1998 National Infant Sleep Position Study (NISP) 
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and found that 82% of respondents said that their infant 
preferred or slept better prone. Herrick ( 1997) found that t---
68% of North Carolina parents used the prone sleep position 
because their babies liked it. Infant comfort was also the 
reason parents gave for prone sleep according to Brenner et 
al. (1998). These authors explained that infants have fewer 
spontaneous arousals and sleep longer when prone. Gibson L 
et al. (2000) determined that 65% of parents put their infants F r-
to sleep prone because of comfort or better sleep even 
though 73% of these parents said their medical professional 
had discussed sleep position with them. Eighty six per cent I F 
of the parents who placed their infants prone in the NISP 
study had received only non-prone recommendations 
(Willinger et al., 2000). Goto et al. (1999) determined that 
infants sleeping supine had more awakenings but the total 
sleep and per cent of sleep states were not affected by 
position. 
Brenner et al. (1998) gave prevention of choking as I i 
the most common reason parents gave for placing their 
infants in a non-supine sleep position. Herrick ( 1997) found 
20% of the parents in his study gave fear of choking as the 
explanation for not placing their infants in the supine 
position. The Task Force on Infant Sleep Position and 
Sudden Infant Death Syndrome (Changing Concepts of 
Sudden Infant Death Syndrome, 2000) stated that infants 
who vomit are at greater risk of choking if they are sleeping 
prone. Fears about infants choking on aspirated stomach 
contents are not warranted and there may be an increased 
risk of cough and fever for infants sleeping prone (Willinger 
et al., 2000). 
The "hospital sleep position" or position parents 
observe nurses putting their infants down to sleep in, can 
influence the position they choose at home (Brenner et al., 
1998). He in and Pettit (2001) found parents imitate what 
they observe in the hospital, especially if they are unable to 
read. Ninety per cent of nurses in this study of 94 hospitals 
informed parents that the side position was acceptable at 
home. Peeke, Hershberger, Kuehn,and Levett (1999) 
discovered that only 67% of nurses agreed with the AAP 
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recommendations. In this study, 55% of infants were 
observed lateral, 29% supine, and 16% prone in 2 hospitals. 
Brenner et al. (1998) found that 69% of their ~---
respondents received advice about sleep positions in the 
hospital and 64% received it at well-child care visits. 
However, this advice was not significantly associated with 
the sleep position the caregiver chose to place the infant in. 
Willinger et al. (2000) carried out the only national study to 
assess the effect of the AAP recommendations. They found 
between 1994 and 1998, that 40.7% reported their 
physicians did not recommend a sleep position. Seventy 
two per cent of the participants surveyed by Johnson et al. 
( 1999) said their physician or nurse had discussed sleep 
position. Fifty six per cent of the parents who placed their 
infants supine in Gibson et al. (2000) reported it was 
recommended by a medical professional. Hiley et al. (1995) 
found only 11% received sleep position advice from their 
doctors and 55% from midwives. Seventy two per cent of the 
mothers who responded to this survey received information 
about sleep position from television and 23% received no 
advice. 
There are suggestions in the literature for increasing 
the rate of infant supine sleeping and for other sleep 
practices to reduce SIDS. The Center for Disease Control 
and Prevention ([CDC], 1998) proposes devising materials 
and outreach efforts that take culture into account. Willinger 
et al. (2000) believe the implementation of the campaign 
needs to be focused on the costs, risks, and benefits specific 
to the target audience. Malloy (1998) identifies this audience 
as young, low-income, black mothers and recommends 
support and education of this population. 
He in and Pettit (2001) think all information should site 
only the supine position. This would include the 1996 US 
Public Health Service brochure that allows for the side 
position. These authors also believe that the position 
parents see in the hospital should be the same to decrease 
confusion and increase adherence. Lockridge, Taquino, and 
Knight (1999) describe a hospital policy about sleep 
positions that includes parent education at discharge. 
16 
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Willinger et al. (2000) suggest that the target 
populations has discontinuous health care. This would give 
them less opportunity for reinforcement of the back to sleep 
L 
recommendation. Malloy (1998) advises that the message t 
be part of the health professional's education as many of this 
population receives care at teaching facilities. 
The APA (2000) lists other safe sleep 
recommendations made by the Task Force on Infant Sleep 
Position and Sudden Infant Death Syndrome. These include 
use of a tested crib, avoidance of soft surfaces and 
materials, blankets tucked in, avoidance of overheating, 
prone while infant awake and observed only, and 
continuance and expansion of the national campaign. ! 
r 
L 
Chapter 3 
Purpose and Rationale 
Durham County Department of Public Health 
has linked infant birth and death certificates with a 
geographical information system and located the inner city 
neighborhoods with the highest infant mortality rate from 
1991 to 1995. Durham County has piloted a project, 
Neighborhood Nurse, that physically locates a public health 
nurse in each of two communities to devise strategies to 
reduce infant mortality by 5% annually (Durham County 
Department of Public Health, 1999). 
The literature supports the concept that placing 
infants to sleep supine reduces the incidence of SIDS. 
Sleep position other than supine is therefore a modifiable 
infant mortality risk. This study was conducted in Few 
Gardens public housing community, one of the locations of a 
neighborhood nurse, to determine the need for infant sleep 
position intervention in the target population. 
18 
A descriptive approach was used in order to obtain 
information about the community's knowledge and practice 
of infant sleep position (Cherry, 2000). The sample was 
chosen to be representative of the population and included 
parents, grandparents, and other caregivers that put infants 
down to sleep. Data was collected using a structured 
personal interview (Daly, Kellehear, Gliksman, 1997). 
Information was obtained on caregiver's age, relationship to 
child, child's age, locations child slept and napped in, 
whether a bottle was given at bedtime, breast feeding status, 
sleep position, advice and source of the advice about sleep 
position, and an opportunity was given for comments. 
This study is exploratory in design in that it is looking 
for new variables in this population that determine infant 
sleep position and reduce the risk of SIDS (Cherry). The 
independent variables include maternal age, child's age, and 
mother's knowledge about position and safe sleep practices. 
The dependent variable is sleep position selection. The 
literature does not reference the child's age as a variable in 
choice of sleep position as most studies have been done at 
19 
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a selected interval after birth. Logically parents who have 
recently given birth would have more opportunity to be 
exposed to the Back to Sleep message. The research 
question is "does the age of the child affect the knowledge 
and decision of the caregiver in her selection of sleep 
position?" 
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Chapter 4 
Methods 
Participants 
The average number of occupied apartment units in 
Few Gardens community in 2001, was 221. African 
Americans were heads of household in 218 units. Single 
parents headed 211 households. Two hundred and seven 
units had female and 30 had male heads of household (Vicki 
Outen, Durham Housing Authority, personal communication, 
June, 2001.) 
The sources of household income for Few Gardens 
residents can be seen in table 4. 
Table 4 
Household Income for Few Gardens 
TANFCheck N=46 
Em.IJioy_ed Full Time N=46 
Employed Part Time N=26 
Disabled N=38 
21 
(Durham Housing Authority Community and 
Supportive Services Work Plan, 2001) 
An estimated 129 households had one or more family 
members receiving Medicaid during 2001 (Durham Housing 
Authority Community and Supportive Services Work Plan, 
2001 ). The annual household income reported in Few 
Gardens for this year can be found in table 5. 
Table 5 
Annual Income for Few Gardens 
Less than $4000 N=174 
$4001 to $8000 N=6 
$8000 to $12000 N=2 
(Vicki Outen, personal communication, June, 2001) 
The education and training of the heads of household 
in Few Gardens can be seen in table 6. 
Table 6 
Education and Training in Few Gardens 
High School Diploma N=13 
>18 Enrolled in School N=32 
Enrolled in ABEIGED N=8 
22 
23 
(Durham Housing Authority Community and 
Supportive Services Work Plan, 2001) 
There were approximately 300 children, ages 0 to 18, 
in the community at the time of the study (June, 2001 ). The 
Tenant Information List (Durham Housing Authority, 2001) 
was used to determine the households with children for the 
sample selection. Only units with children born in 1992, or 
later were included in the sample. There were 19 children 
under age 12 months and 22 children ages 12 to 24 months. 
Male heads of households were also excluded, as there 
were no children in the target age range. The distribution of 
the population in June 2001 can be seen in table 7. 
Table 7 
Distribution of the Population in Few Gardens 
STRATA NUMBER PERCENT OF 
POPULATION 
No children 28 14% 
Ages 0 to 2 62 30% 
AQes 6 to 9 73 35% 
Over Age 9 24 12% 
Male Head of 19 9% 
Household 
A systematic sample (Loue, 1999) was selected from 
a known population of 206, according to the Tenant 
Information List. A sampling fraction was used and every 
14th household with children or grandchildren on the lease 
was selected (N=13). The remainder of the sample was of 
convenience (N=39). One of the 13 randomized sample 
subjects could not be reached after three attempts, so a 401h 
person was added to the convenience sample. 
The sample was 100% African American, female, and 
head of household. The community is 98.6% black and 
93.6% female head of household. The population has an 
employment rate of 32.69%. Employment rate for the 
sample was constructed after the study was carried out from 
Neighborhood Nurse records and found to be 32.57%. The 
sample rate of employment may be subject to bias because 
it was not collected at the same time. 
Durham Housing Authority collected the employment 
information on the population in April 2001, as part of a 
needs assessment. This information may not be accurate 
24 
because it was by self-report only (rather than through 
written verification from the source). The amount of rent 
charged is calculated by income and there may be a 
tendency to under-report. Income in this population may 
include formal and informal child support, profit from the sale 
of food stamps, and assistance from friends and family 
members. Employment tends to be short-term, possibly 
because education levels and job skills are low. TANF funds 
may stop abruptly because of noncompliance or because the 
recipient's two year "clock" has run out. All of these factors 
make accurate analysis of income levels difficult. 
The youngest child in the household was the focus of 
the study. A breakdown of the ages of these children can be 
seen in table 8. 
Table 8 
Distribution of. Children in Sample 
AGE (in years) SAMPLE 
Oto2 78% 
3 to 5 15% 
6to 8 6% 
25 
Children in the zero to two-year-old range were deliberately 
oversampled to decrease recall bias and to obtain 
information about the use of the lateral sleep position since 
1996. The distribution of the ages of the subjects in the 
sample does not reflect that of the population. 
The Human Subjects Regulations Decision Charts 
from the Department of Health and Human Services was 
reviewed prior to conducting this study. It was determined to 
be exempt from Title 45 Code of Federal Regulations Part 
46. The interaction that occurred with living people in the 
collection of this data would have occurred as part of the 
Few Gardens Neighborhood Nurse program (employed by 
Durham County Department of Public Health) in some 
fashion. There was no identifiable private data/information 
obtained in this study that could be associated with the 
individual in the sample. Robert Schreiner from the 
University of North Carolina at Chapel Hill, Institutional 
Review Board (IRB) was contacted on June 12, 2001, to 
clarify this decision. 
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All subjects were read the same informed consent 
that described what the information would be used for. 
Consent was obtained verbally prior to conducting the 
interview. Each subject was given information about the 
American Academy of Pediatrics infant sleep 
recommendations to bridge any knowledge gaps about sleep 
position at the close of the interview. 
Apparatus 
Structured personal interview questionnaire (Daly et al., 
1997). 
Procedure 
Sample size was calculated using Epilnfo 2000 
Statcalc. The expected frequency of supine as the preferred 
sleep position was estimated to be 28%. A sample size of 
48 from a population of 206 yields a Confidence Level of 
99.99% (see Appendix A). 
27 
A random sample was determined by using a 
sampling fraction. The Tenant Information List of sequential 
apartment numbers was used and every 141h apartment was 
selected for the random sample. The convenience sample 
was recruited during weekdays, evenings, and Saturdays to 
increase the opportunity to sample the population that was 
working. 
Verbal consent was obtained from each individual 
after reading a paragraph describing the study. What the 
information would be used for was described. Confidentiality 
was explained as not having any names in it or any way for 
someone to figure out who said it. The subjects were 
allowed to look at the consent form, which was attached to 
the questionnaire. They were asked if they would mind 
answering some questions and told that it would take about 
three minutes to complete. (See Appendix B.) 
Participants were asked their name, the unit they 
resided in, and their youngest child's name for Neighborhood 
Nurse records. These records were seen by this author 
only. The individual being interviewed for the study was 
28 
asked a question and a line was ticked off indicating her 
response. The age of the subject (mother, grandmother, or 
caregiver) and the youngest child was obtained. Subjects 
were asked where the child slept for naps and at night to 
obtain information on the location. Information was obtained 
on the use of a bottle at bedtime and on breast-feeding. The 
question on sleep position was worded "How do/did you put 
your baby down to sleep?" to have criterion validity (Papay & 
Williams, 1994) with the PRAMS study. Participants were 
then asked what they had heard about the position babies 
should be put down to sleep in and where they had heard 
about it. (See Appendix C.) 
An opportunity was given for the subject to make any 
comments and the response was recorded. The date and 
time was also noted. Data was collected by this author on 
June 20 through June 23 and June 25 and 26 of 2001. The 
participants were thanked for their input. Prior to 
administering the survey, the tool was test marketed with 
three individuals from the population to estimate the time it 
29 
30 
would take and to check the ease of understanding the 
questions_ 
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Chapter 5 
Results 
Children born in 1999 and later were the only group 
put to sleep in the supine position in the sample (15.4%). 
But 43.7% of this age group slept in the lateral position and 
17.3% slept prone. 
The lateral sleep position was the most common for 
all age groups (55.8%). Prone sleeping was higher (28.8%) 
than supine (15.4%) in the sample. 
The majority of the sample (73%) could recall 
receiving a sleep position recommendation. Almost half of 
the advice (49%) had been from an M.D. or R.N. There did 
not seem to be a relationship between any recommendation 
and the position used as 47.4% did not follow the 
recommendation they had received. 
The supine only message came out in 1996. All of 
the 55.8% of the sample who slept in the lateral position 
were born in 1996 or later. 
31 
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Tables and Figure 
Table 9 demonstrates the relationship between the 
child's age and the sleep position chosen by the caregiver. 
Table 9 
Comparison Between Child's Age and Choice of Sleep Posijion 
Year of side back Stomach 
child's birth 
2001 11.5% 3.8% 0 
2000 13.5% 9.6% 13.5% 
1999 19.2% 1.9% 3.8% 
1998 0 0 0 
1997 7.7% 0 1.9% 
1996 3.8% 0 0 
1995 0 0 3.8% 
1994 0 0 3.8% 
1993 0 0 1.9% 
1992 0 0 0 
Total 55.8% 15.4% 28.8% 
Table 10 compares caregiver's age with choice of sleep 
position. 
Table 10 
Comparison of Caregivers Age (years) with Choice of Sleep 
Position 
AQe Side Back Stomach 
15-19 7.7% 0 1.9% 
20-30 30.8% 9.6% 17.3% 
31-40 7.7% 5.8% 7.7% 
41-50 5.8% 0 0 
51-66 1.9% 0 0 
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Table 11 shows the distribution of the source of sleep 
position advice in the sample. 
Table 11 L 
Sleep Position Recommendations 
Who Recommended Percent 
MDorRN 49% 
Parentino Class 14.3% 
Familv Member 12.2% 
Book 10.2% 
Friend 4.1 o/o 
TV 4.1 o/o 
Other 4.1 o/o 
Magazine 2.0% 
Table 12 compares the sleep position used with the 
recommendation given. It is ordered according to the age of 
the child. 
L 
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Table 12 
Choice of Position Compared to Recommendation 
Position Advice Caregiver's Child's 
Aue (years) Aue 
Stomach Back/side 20 8mo. 
Back side 21 10 mo. 
stomach Back/side 24 11 mo. 
side back 21 14 mo. 
Side Stomach/back 19 15 mo. 
stomach side 21 16 mo. 
stomach Side/back 20 18 mo. 
stomach back 33 19 mo. 
side back 17 22mo. 
stomach Side/back 15 2 vr. 
side back 18 2 yr. 
side stomach 18 2 yr. 
side back 24 4 yr. 
side back 25 4 yr. 
stomach forgot 33 6 vr. 
stomach Back/side 25 6 yr. 
Stomach side 23 7 yr. 
Stomach back 32 8 vr. 
Discussion 
Children in the sample between the ages of zero and 
two years old were the only strata that were put to sleep 
supine. There were a total of nine children in this age range 
that slept prone. This suggests that some other factor 
influenced the caregiver's choice of sleep position. 
The characteristics of the eight respondents who had 
heard and practiced the Back to Sleep message are one 
grandmother and the remainder mothers. Ages range from 
21 to 39 years (mean 28). The children's ages range from 
four to eighteen months (mean 9.5). 
When this subgroup is compared with the nine 
caregivers of the children who were put to sleep prone; there 
were no grandparents, one caregiver (not mother), and 
seven mothers. Each of the two groups had one mother 
who did not have custody of four or more of her children. 
The sample that used the prone position had slightly older 
children (mean 15.3 months) than those who used the 
supine. 
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The number of children each of the natural mothers 
had varied between the two groups. Most of those who 
selected prone had one to three children, one had four 
(mean 2.5). Four out of six mothers in the supine sample 
had four children while the others had three and two 
respectively (mean 3.5). In the entire sample; 27% had one 
child, 17% had two children, 19% had three, and 13% had 
four children. Mothers with larger numbers of children may 
have benefited from more frequent exposure to the Back to 
Sleep message during perinatal care and child health care. 
Four women in the sample disclosed that they were 
pregnant during the survey. Three of them (75%) had used 
the prone sleep position for their older children. Each of 
these women had been to at least one prenatal care visit. 
They responded to the question about recommendation for 
sleep with "nothing", ''forgot", and "don't pay no attention" 
indicating they had either not received the Back to Sleep 
message or they did not agree with it. 
The lateral sleep position rate was higher than 
expected and higher than both the national average and the 
37 
32.4% noted in 2000 for African Americans in North Carolina 
by PRAMS (Kevin H. Gross, e-mail on 6-12-02). Johnson, 
Coletta, Hether, and Cotter (1996), say that the potential for 
bias is greater in surveys as parents tend to give socially 
acceptable answers. This is complicated by the fact that this 
author is seen in the community on a regular basis. If the 
parent has seen babies put to sleep on their sides in the 
newborn nursery, they may be more to inclined to indicate to 
a nurse that they use the lateral sleep position. 
The choice of the lateral sleep position was 
distributed throughout the caregiver's age range. 
Caregivers who chose supine were ages 20 to 40 and those 
who chose prone were ages 15 to 40. The reasons the 
participants gave for their chose of sleep position was 
similar to that in the literature. Six respondents mentioned 
the infant could "choke", "strangle" or "suffocate" .. Two had 
family members who advised them to use the prone 
position. Three people were confused by the 
recommendations or could not remember which was the 
correct position. Three participants mentioned SIDS or crib 
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death. Only one said her infant did not sleep soundly on his 
back. 
Wolcott (1994) suggests proposing a redesign for the 
study as part of the analysis. The use of trained interviewers 
would decrease bias. The study was limited by both time 
and funding. A quantitative data analysis would give more 
professional credibility to the study. It might also be useful to 
tease out any tendencies that are not apparent in why the 
respondents placed their children in a position other than the 
one recommended. 
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Appendix A 
Population Survey or Descriptive Study Using Random (Not 
Cluster) Sampling 
Population Size 206 
Expected Frequency 28% 
Worst Acceptable 50% 
Confidence Level Sample Size 
80% 7 
90% 11 
95% 15 
99% 24 
99.9% 37 
99.99% 48 
Formula: Sample Size= n/(n/population) 
N = Z * Z (P(1-P)/(D*D) (Epilnfo 2000) 
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Appendix B 
;____ 
Informed Consent 
I am asking people in Few Gardens about how they 
put their babies and grandbabies down to sleep. Do you 
have any children/grandchildren who are nine years old or L 
L 
younger (DOB 1999)? Anything you tell me will be 
confidential, meaning it will not have your name on it or any 
way for someone to figure out it was you who said it. What 
you tell me will be used in two ways: 
1. To decide how we can provide the best services for 
people in Durham 
2. For a paper I am doing to get my Master's degree 
Would you mind answering some questions for me? It will 
take about three minutes. 
Appendix C 
Questionnaire 
1) Name 
2) 
3) 
4) 
5) 
6) 
Age 
Unit 
Child's name 
How old is he/she? 
Where does/did __ sleep when he/she was a baby? 
Baby bed_Cosleep_Sofa_Other_For naps_At 
night_ 
7) Did he/she sometimes have a bottle to help him/her 
sleep? 
Always_Sometimes_Never_Breast?_ 
8) How do/did you put __ down to sleep? 
Side_Back_Stomach_Can not remember_Refused 
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9) What have you heard about the positions babies should 
be put down to sleep in 
? __________________________ __ 
10) Where did you hear about it? MD or RN Book TV 
- --
Parenting class_Family member_( specify 
who) Friend_ 
Other_ 
Date Time ___ 
Comments ________________________________ _ 
